expressed disappointment with our opinion 2 that pre-treatment for rapid sequence intubation (RSI) is contraindicated. We would like to clarify that our correspondence regarding this practice in no way implied that pretreatment for RSI is contraindicated. The use of this term misrepresents material taught in our course. Our point is that, athough pretreatment may have benefit in certain circumstances, these remain poorly defined and the risk:benefit ratio of this therapy remains unproven. Pretreatment for RSI should not be allowed to complicate or delay timely airway management. Athough it is not "contraindicated," it should not be used as an indicator of "quality of care."
AMI after epinephrine
To the Editor: From the point of view of a seasoned veteran with little academic training but a lot of experience working in the trenches I would like to comment on the case of myocardial infarction after epinephrine that was reported in the July issue of CJEM. 1 I believe it is quite a stretch to think that anaphylaxis was caused by a medication ingested 24 hours prior. I also disagree with the author that ibuprofen infrequently cause severe allergic reactions. I have intubated a young man who arrived apneic after ingesting 200 mg of ibuprofen.
Despite the discussion in the article, I would not use IV epinephrine in a patient who is walking and talking, with normal vital signs. Furthermore, I don't believe this patient had a myocardial infarction. I think a young man that exhibited impressive ST changes on his ECG secondary to an MI would have equally impressive changes in his CK and troponin. More likely, this patient had an episode of coronary vasospasm with minor myocardial injury that caused a slight troponin rise. To elucidate this further, I would think it mandatory to send this patient for urgent angiograms. Finally, I would not give someone in the throes of an anaphylactic reaction ASA. And by the way, would you give this person epinephrine for their next allergic reaction?
Glen Maddison, MD Sarnia, Ont. To the Editor: I have two comments to offer with regard to the recent case report of acute myocardial infarction after administration of low-dose IV epinephrine for anaphylaxis. 1 A variety of routes of administration for epinephrine for anaphylaxis are mentioned in the introduction, including subcutaneous, intravenous and sublingual. The preferred route of administration of epinephrine for most cases of anaphylaxis is now felt to be intramuscular (IM). This is based on a 2001 study showing higher peak plasma epinephrine concentrations with the IM route as opposed to the subcutaneous route (SC).
2
A more controversial consideration is when to use epinephrine intravenously. This was highlighted for me a few years ago when I sat as an examiner for one of the national qualification examinations. I trust I won't be breaching my exam confidentiality agreement by relaying (without detail) that one of our "exam cases" involved a scenario very much like the one presented by Shaver and colleagues. 1 The examinee had to ascertain that the young, healthy patient was presenting with moderate anaphylaxis, and treat that person with epinephrine. To validate the exam, we had a room full of experienced emergency physicians who would be serving as examiners. We discussed whether administration of IV epinephrine would be an acceptable response. Half of the physicians in the room thought that IV epinephrine would be far too risky a route for this patient. Most in this camp had stories to tell of severe complications with IV epinephrine use in the nonmoribund patient, either personal or relayed by colleagues. I recall administering IV epinephrine to a healthy 40-year-old woman with severe anaphylaxis, as I felt her airway swelling was progressing rapidly. This lady was still awake when she received her 0.1 mg of epinephrine IV, and promptly started screaming and clutching her head. Several of my organs returned to their native position after the CT showed no intracranial bleed, and her
